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Wm. S. Middleton Memorial 
Veterans Hospital 
Madison, WI 

 87-bed acute care facility.  

 16 -bed locked inpatient  psychiatric unit .  

 Provides tertiary medical, surgical, neurological, 
and psychiatric care, and a full range of outpatient 
services.  

 Serves 130,000 Veterans who live in 15 counties in 
south-central Wisconsin and in five counties in 
northwestern Illinois.  

 



Madison VAMC Suicide 
Prevention Program 

 2 FTEE LCSW Staff 

 .5 PSA Staff 

 60-100 veterans on the high risk list 

 Excellent support from MHSL Chief,  Hospital Director, 
VISN 12 SPC team and VISN 12 MH Leadership.  

 Close working relationships  with OIF/OEF/OND Team,  
Patient Safety, Emergency Department, Organizational 
Improvement, VA  Police, Vet Center , Wisconsin National  
Guard  and VISN 12 Telephone Care Service.  



Our efforts: 
 Efficient user friendly data and tracking through an 

ACCESS database. 

 Safety planning integrated into treatment teams. 

 Family meetings. 

 Suicide attempt in the problem list. 

 Transitions Clinic 

 



Suicide Attempt entered in the 
CPRS problem list by SPC when a 
flag for an attempt is placed. 

 A prior suicide attempt is among the best 
predictors of eventual death by suicide. 
(Blumenthal, Bell, Neumann, Schuttler, & Vogel, 
1989; Goldstein, Black, Nasrallah, & Winokur, 
1991). 



Family meetings conducted by 
treatment team with high risk 
Veterans.(Family as defined by 
the Veteran) 

 Madison’s local aggregate data demonstrates that 
family and/or fractured key relationships have been 
a direct precursor to suicide death or highly lethal 
attempts particularly in OIF/OEF population. 



Suicide High Risk Follow Up: 
Basic Research  

 Suicide rates are highest immediately after discharge from 
hospital treatment. 

 Inadequate follow-up care or discharge planning may put people 
at greater risk for suicide.  

 Poor continuity of care was associated with higher suicide risk.  

 Ready access to mental health care is associated with a reduced 
risk of suicide. 

 Suicide risk may be reduced with more effective communication 
and active follow-up of patients who miss appointments. 
 

 

Mental Health Service Delivery and Suicide Risk: The Role of Individual Patient and Facility Factors, Rani A. Desai, Ph.D., M.P.H.; David J. Dausey, 
Ph.D.; Robert A. Rosenheck, M.D. ,Am J Psychiatry 2005;162:311-318. 10.1176/appi.ajp.162.2.311 



Outpatient Treatment Program 
 Transitions Clinic 

 Veteran must attend three sessions per week for four 
weeks. (Monday, Wednesday, Friday) 

 Prescriber, social worker, group treatment and wellness 
programming. 

 Approximately 60 percent of Transitions Clinic patients 
are on the high risk list and make this commitment to 
intensive treatment.  



Madison SP Access Database 
 Developed Tracy Peterson,  PSA 
 Pros of Database 

 Tracking of the 4 week follow up monitor 
 Tracking Safety Plan completion 
 Tracking Suicide in the Problem List 
 Tracking SBR completion 
 Tracking family meeting completion 
 Allows easy data gathering for Aggregate RCAs and other research 

projects 
 Allows a more user-friend experience when searching patient records 
 Supports the mail program 

 Cons of Database 
 Double Data Entry (must continue to use SPAN) 

  Show and Tell! 













CASE EXAMPLE 



Case Example: Fails Monitor Despite Good Clinical Care         



Contents of CPRS Note:  
Fails Monitor 



Case Example: Fails the monitor. 



VISTA – encounter profile non-accepted stop code 

Case Example: Fails Monitor 







VSSC Monitor Report   



Contact Information  
 Nancy Krug       Nancy.Krug2@va.gov 

 

 Tracy Peterson  Tracy.Peterson3@va.gov  
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